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Before Dowdin Calvillo, Chair; McKeag and Wesley, Members. 

DECISION 

DOWD IN CALVILLO, Chair: This case is before the Public Employment Relations 

Board (PERB or Board) on exceptions filed by the Regents of the University of California 

(UC) to the proposed decision of an administrative law judge (ALJ). The unit modification 

petition filed by UPTE, CW A Local 9119 (UPTE), sought to place all case manager 

classifications for which registered nurse status is not a job qualification in the bargaining unit 

represented by UPTE and place those case manager classifications for which registered nurse 

status is a job qualification in the bargaining unit represented by the California Nurses 

Association (CNA). 1 The ALJ found that the case manager classification shares a community 

of interest with classifications in the unit represented by UPTE and ordered that unit modified 

to include all case manager positions, except for certain supervisory positions. 

1 CNA joined in UPTE's second amended petition but is not a party to this appeal. 



The Board has reviewed the proposed decision and the record in light of UC's 

exceptions, UPTE's response to the exceptions, and the relevant law. Based on this review, the 

Board affirms the unit modification as ordered for the reasons discussed below. 2 

FACTUAL BACKGROUND 

When PERB established the systemwide bargaining units for UC in 1982, it divided 

non-physician health care professional classifications into two units. Registered nurse (RN) 

classifications received their own unit (NX unit) while all other non-physician health care 

professional classifications were placed in a residual unit (HX unit). (Unit Determination for 

Professional Patient Care Employees of the University of California (1982) PERB Decision 

No. 248-H.) The HX unit currently includes approximately 4,000 employees in such 

classifications as physician assistant, pharmacist, dietician, clinical laboratory scientist, 

physicist, nuclear medicine technician, cytotechnologist, clinical social worker, social work 

associate, child development associate, child life specialist, occupational therapist, recreation 

therapist, music therapist, psychologist, audiologist, speech pathologist, orthopedist, genetic 

counselor and psychometrist. 

UC requested oral argument in this matter. Historically, the Board has denied 
requests for oral argument when an adequate record has been prepared, the parties had ample 
opportunity to present briefs and have availed themselves of that opportunity, and the issues 
before the Board are sufficiently clear to make oral argument unnecessary. (United Teachers 
of Los Angeles (Valadez, et al.) (2001) PERB Decision No. 1453; Monterey County Office of 
Education (1991) PERB Decision No. 913.) Based on our review of the record, all of the 
above criteria are met in this case. Therefore, UC's request for oral argument is denied. 
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Case Manager Job Duties and Functions 

The principal duties of employees in the Case Manager group3 at issue in this case are 

utilization review, discharge planning and overall care coordination. Some case managers 

perform more specialized roles, such as assessing the need for patients to transfer to a UC 

medical center from another facility or analyzing treatment data to maximize reimbursement 

rates from third-party payors. 

Utilization Review 

Third-party payors (i.e., the government, through Medicare and Medicaid, and private 

insurers) require documentation of conditions presented and treatments administered. This 

documentation must be entered in the patient's chart with adequate detail and accuracy for 

reimbursement purposes. Case managers retrospectively review the recorded conditions and 

treatment interventions to ensure that they justify the length of stay in the hospital, particularly 

in its high-cost units. Medicare reimbursement is governed by a published guidance for 

utilization review ("Interqual") which many case managers are required to understand and 

apply. Interqual methodology, which has also been adopted by many private insurers, 

determines the level of services for reimbursement purposes based on severity of illness and 

intensity of service. Reimbursement criteria for patients admitted for observation without a 

confirmed diagnosis are strict and require close monitoring. 

Case managers also monitor patients' movement through the hospital as their 

conditions and diagnoses change. The goal is to ensure not only that the severity of illness and 

The parties stipulated that the Case Manager group consists of "those currently 
unrepresented health care professional employees (both RN and non-RN) working as 'Case 
Managers' (and related variations on that title), including but not limited to all employees 
systemwide in the 9170 payroll code and those 'AN Ills' [Administrative Nurse III] working as 
Case Managers at the UCSD Medical Center. The duties assigned to this group of employees 
include but are not limited to discharge planning and/or utilization review or some combination 
of the two." 
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intensity of service are fully documented, but that the in-patient status level is appropriate to 

those indicators. Communication with the insurer regarding the patient's condition may occur 

on a daily basis and usually occurs when authorization to transfer to another facility is 

required. 

Discharge Planning 

In theory, discharge planning for the case manager begins as early as admission to the 

hospital. The case manager begins by investigating post-discharge placement options, the 

patient's insurance status, and the patient's family support syst~m. Medical equipment needs 

for in-home use will be investigated and arranged, as will in-home procedures like wound 

dressing. Discharge planning activities include arranging for ambulance transportation, and 

securing admission to skilled nursing care facilities, acute rehabilitation centers, and hospice 

care. Coordination of the services of therapists of various types may also be involved. 

A psychosocial patient assessment is a critical part of the process, including assessment 

of the patient's functional independence, family dynamics, relevant behavioral observations, 

and coping mechanisms. Discharge becomes problematic when the patient is uninsured, 

homeless, mentally ill, has exhausted Medicare skilled-nursing-care benefits, or has no suitable 

placement options. Identification of abuse in the home may require referrals to social workers 

for professional assessment. Discussion and completion of advance directive forms often fall 

to case managers. In this regard, case managers function like clinical social workers, with 

whom they work closely, in addressing such issues as income and health insurance 

maintenance ( e.g., identifying the need for, and assisting in securing, Family Medical Leave 

Act and COBRA benefits). 
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Care Coordination 

Care coordination is the overarching concept of case manager work. Case managers 

monitor the patient's stay and serve as the primary point of contact for the patient and the 

patient's family. The utilization review phase focuses on dynamic review of the patient's 

diagnosis and course of treatment, while discharge planning focuses on coordinating hospital 

care with post-discharge care. This coordinative function emphasizes monitoring the various 

phases of treatment, particularly where more than one hospital department is involved or 

complex discharge plans are required. In these cases, physicians in different departments are 

assisted by communication regarding progress through different treatment specialties. A case 

manager may be responsible for coordinating the transfer of a patient within the hospital from 

a higher level of service to a lower one. Also, in teaching hospitals especially, where residents 

rotate through hospital floors irrespective of the patient's particular course of care and bedside 

nurses rotate through their eight-hour shifts, seamless health care delivery benefits 

significantly from the enhancement of this function. One case manager described the care 

coordination component of her work as focusing on the needs of the patient and patient's 

family to ensure that all services required have been arranged by the time of discharge (i.e., 

"pulling the plan together" or "bringing the plan to life"). 

At medical centers like UCLA and UC Irvine, the coordination component embodies a 

greater emphasis on facilitating or "managing" the work. At these medical centers, case 

managers oversee discharge planning, delegating many of the necessary tasks to support staff. 

These positions typically serve more as a "hub" or "quarterback" of the patient care process 

and in theory allow (and expect) the case manager to operate more as a peer with the providers. 
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Division of Tasks 

In the blended positions, case managers divide their time between discharge planning, 

utilization review and care coordination, with the proportion allocated to each varying based 

on the type of patient, hospital service, and course of treatment. Thus, in departments where 

an initial admission is authorized for a minimum number of days, utilization revievv is lighter 

because the admission review is completed on the first day and not subject to continual review 

thereafter. In offering an across-the-board estimate, one case manager estimated that case 

managers spend about 40 to 50 percent of their time on discharge planning. The record 

suggests that utilization review time is somewhat less overall. Care coordination constitutes 

the balance of the work. 4 A typical case manager splits his/her time equally between 

interacting with patients and their families, desk- and paper-work, and communication with the 

interdisciplinary team. 

UC Davis is unique among the medical centers in having moved toward a further 

division of labor, separating utilization review from discharge planning. Within the utilization 

review side of the Department of Patient Care Services, government coverage is further 

differentiated from private insurance. Yet another group of case managers in the Department 

of Managed Care conducts medical necessity reviews of the population of capitated patients 

(25 percent of all patients at the medical center) falling under the umbrella of the UC Davis 

medical group's managed care network. They determine if a service is authorized under the 

patient's plan, and if not, issue a denial of the referring physician's request for services (e.g., 

4 Witnesses offered estimates ranging from 20 to 85 percent for discharge planning and 
from 15 to 50 percent for utilization review. UCLA's Santa Monica facility represents the 
85-discharge-planning/15-utilization-review split. UCSF case managers described their work 
as a 50/50 split. Utilization review is higher for pediatrics because of the need to verify a 
qualifying diagnosis, and is very high for bone marrow transplant patients for whom daily 
review is required. The low of 20 percent for discharge planning is associated with UCLA 
case managers who delegate the implementation of discharge tasks to support staff. 
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elective surgery not qualifying for admission on an in-patient basis). This function is primarily 

a reimbursement function, and as distinguished from most case managers, places them more in 

an adversarial role as representative for the payors. 

UC Davis also employs transfer center case managers, positions specializing in 

communication between other medical facilities to screen and act on requests to transfer into 

the hospital. The center is a central point for identifying patients qualifying for emergent care, 

presenting conditions appropriate for teaching purposes, and needing the higher level of care 

which UC Davis provides as a Level I trauma center. This screening includes obtaining 

information on medical conditions as well as discharge planning needs. For example, the 

transfer center case manager may direct a patient needing intravenous-line (IV) therapy to a 

skilled-nursing facility rather than allow admission to the hospital because the underlying 

condition does not qualify for reimbursement. Case managers consult closely with physicians 

on these cases and refer to detailed written guidelines. These case managers are also 

responsible for monitoring hospital patient anti-dumping obligations under the federal 

Emergency Medical Treatment and Active Labor Act. The position involves a lot of "customer 

service" in terms of dealing with outside parties. 

Specialization of another kind is found in the diagnostic related group (DRG) case 

managers, employed at UC Irvine and UC San Diego, and soon to be employed at UC Davis. 

These case managers, like transfer center case managers, are not assigned caseloads. This 

form of utilization review focuses on chart review but is more analytical in nature. DRG case 

manager chart review focuses on patients grouped by severity of illness because group patient 

acuity is a predictor of hospital mortality rates. Accurate and prompt determination of patient 

acuity at admission as well as secondary diagnoses are expected to result in improved mortality 

rates and thereby improve cost-effective delivery of care. The low mortality rates in relation to 
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patient acuity permit the medical center to be rated competitively with other hospitals in terms 

of quality assurance aspects of care. DRG case managers are responsible for identifying and 

communicating chart documentation recommendations directly to the providers, often going 

out on the floors to correct identified problems. The position is limited to individuals with an 

RN license. At one medical center, interchangeability between utilization review case 

managers and DRG case managers is being achieved through cross-training. 

Qualifications, Training and Skills 

Case management is an acquired discipline that involves a unique blending of nursing 

and social work skills. There is no academic degree or professional schooling for such work 

but some case managers hold a certificate from the American Case Management Association in 

the discipline. The membership of the American Case Management Association is a mix of 

those with nursing degrees and those with social work degrees. The presidency of the 

organization alternates between disciplines. One case manager testified that she looks to this 

type of organization to advance her understanding of the field. 

Each of the medical centers has developed qualifications for the case manager position 

incorporated in its job descriptions and job postings. At UCSF and UC Davis, most of the 

positions require either a nursing degree (either bachelors or masters) or a masters of social 

work degree; they do not require RN licensure. At UC Davis, transfer center case managers 

must have an RN license. For utilization review positions, an RN license is preferred.5 At 

UCLA, which, like UCSF, has only the blended positions, the job descriptions have been 

written to require active RN licensure. At UC Irvine and UC San Diego, all of the positions 

5 The job description states that graduation from a nursing school is required, as is 
experience in an acute care setting, though discharge planning or case management experience 
may substitute for the experience requirement. All utilization review case managers in the 
UC Davis Patient Care Services Department are currently RNs. 
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are limited to RNs with active licensure. Despite the RN requirement at UC San Diego and 

UCLA, each employs a case manager (in UCLA's case, two) performing the full range of 

duties who is classified as a social worker. 6 

Both the UC San Diego and UCLA managers conceded that the RN license requirement 

could be dispensed with based on industry practice. UCLA had a practical reason for the 

limitation: the decision to avoid a jurisdictional dispute with UPTE over unit placement. Even 

if RN licensure were never to become a requirement systemwide, it would likely be a preferred 

background at the majority of medical centers because of the ease of new employee 

orientation, particularly in regard to utilization review. Still, much of utilization review is 

administrative in character in that the case manager is not interpreting medical information or 

symptoms. Rather the case manager is checking the chart for specific benchmarks for severity 

of illness and intensity of service, such as frequency of taking vital or neurological signs in 

physician orders to nurses, types of medication prescribed, and symptoms recorded. 

In hiring, UC medical center managers look primarily for prior case manager work 

experience, preferably in an acute care setting. Though such experience often consists of case 

management work itself, the critical components are the ability to work in a fast-paced 

environment with understanding of UC's complex institutional requirements, think critically, 

exercise independent judgment, problem-solve, respond to multiple demands and crisis 

situations, and communicate effectively with health care professionals, third-party financial 

representatives, patients, and family members. At facilities where the position conforms to the 

blended-discipline model, care coordination managers do not distinguish between those with 

RN backgrounds and those with social work backgrounds. In-patient social workers at UCSF 

6 In UC San Diego's case, a social work background was preferred due to the nature of , 
the position - in a dialysis unit - and necessity for specific relevant experience. 
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also perform discharge planning, and the manager there believes that social workers have many 

of the same skills as case managers, such as crisis management, communication, and problem-

solving. 

Due to the specialized nature of case manager work, the medical centers have 

established extensive training and orientation regimens lasting up to six months. UC Irvine 

described its training for hires without prior case manager experience as an apprenticeship. 

This training typically consists of "shadowing" an experienced case manager. Such training is 

necessary regardless of the employee's prior experience as an RN or social worker. Because of 

the highly technical nature of their work, DRG case managers undergo an additional 120 hours 

of training beyond what other case managers receive. Indeed, only current case managers are 

eligible to move into a DRG case manager position. 

There is a significant degree of similarity in terms of skills and technical knowledge 

between case managers and both NX and HX unit members. There was considerable 

testimony that RNs, social workers, and case managers view themselves as patient advocates, 

and indeed those who are licensed RNs are obligated by the nursing practice statute to conduct 

themselves professionally as such. Case managers, RNs and social workers have similar skill 

sets in terms of psychosocial assessment ability. To the extent case managers advocate and 

arrange for care and assist patients and their families to navigate through the hospital stay, they 

do closely resemble clinical social workers in the more general sense. 

Employee Interchange and Interaction 

Due to the specialized nature of the case manager position and because the medical 

centers look for candidates with prior case management experience, there is limited movement 

into the position by employees in the HX and NX units. Although many case managers may 

have previously worked as RNs or clinical social workers, voluntary movement out of the case 



manager position to RN or social work positions was not indicated in the record, perhaps 

owing to the higher compensation levels.7 

Generally, clinical social workers, or other similar HX unit employees, do not substitute 

for case managers in cases of absence or staff shortage, or vice versa. However, to the extent 

that several of the medical centers have recruited case managers from the ranks of clinical 

social workers, there is potential for substitution. Two medical centers acknowledged limited 

use of social workers to substitute or fill-in on weekends for case managers but generally not 

for the utilization review aspects. UCLA contracts with a case manager registry for additional 

staffing needs. 

Due to the specialization of function of the health care professionals on the treatment 

team, contact and interaction between case managers and other health care professionals varies 

depending on the course of treatment and department. But it can be said that there is regular 

interaction between the case manager as the hub ( or at least shared hub - with bedside nurses) 

and other HX unit professionals, because of the need to coordinate the array of services 

provided as the patient moves toward discharge. In discharge planning, the case manager takes 

the lead of a team that typically includes a social worker, therapists, attending nurses, 

physicians, and patient service representatives from the financial department. For example, a 

case manager will consult with the bedside nurse for the purpose of confirming that, prior to 

discharge, the patient has been educated about medications and how to self-administer them. 

At UC San Diego, each bedside nurse presents her/his patients daily to a team consisting of the 

case manager, a social worker and a financial representative. At UCLA, the case manager 

7 From the backgrounds of case managers who testified, it appears that case manager is 
a career typically undertaken after work as a clinical nurse or social worker, and not vice versa. 
A number of social workers who previously handled discharge planning transitioned into case 
manager positions. 
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"rounds" with the physicians, checking with each patient on the floor. As a general rule, case 

managers have most frequent interaction with the treating physicians, who direct the patient 

care. 8 To the extent that staff meetings occur within the care coordination departments, case 

managers are more likely to have extended interaction with clinical social workers than 

bedside RNs. Transfer center case managers have regular (telephone) contact with physicians 

inside and outside of the hospital, discharge planners, nursing staff, and staff who monitor bed 

space. By virtue of their focus on diagnosis documentation and corrective action, DRG case 

managers have frequent interaction with physicians and other case managers. 

Working Conditions 

Case managers spend a significant amount of time on the hospital floor interacting with 

patients, their families and the attending health care providers, including nursing staff and 

other health care professionals (social workers, physical therapists, pharmacists, etc.). Case 

managers also spend a considerable amount of time away from patients. They are typically 

assigned an office or cubicle in a location separate from the hospital floor but generally close 

to where their patients receive care. Their office desk is where they make telephone caiis and 

complete the paperwork associated with the position. They use computers. Not having a 

caseload, transfer center case managers work in offices devoted solely to this function away 

from the patient floors. 

Case managers work professional hours, meaning they are held accountable for 

completing all of the tasks associated with the caseload or the position. They generally work a 

40-45 hour work week, five days per week, with flex-schedule alternatives available at some 

medical centers. Demands for weekend case manager coverage are not high, and medical 

8 A UC San Diego case manager testified she interacted 50 percent of the time with 
physicians, 15 to 20 percent with other case managers, and the same amount with bedside 
nurses. 
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centers have varying methods of arranging adequate staffing, such as voluntary rotations and 

compensated time-off. Transfer center case managers at UC Davis and UC Irvine work on a 

round-the-clock basis. 

With the exception of UC Davis, case managers are salaried. System wide they have a 

wide range of compensation, from a low of approximately $55,000 to a high of $105,000, 

annually. Compensation depends to some degree on geographic region, with higher top ranges 

at UCLA and UCSF. There is consistency at the bottom end of the scale. The manner in 

which compensation is calculated varies, with some medical centers employing an hourly, and 

others a yearly rate. Case managers as a group are comparable to the more highly 

compensated classifications in the HX and NX bargaining units ( e.g., pharmacists, physician 

assistants, physicists, nurse practitioners, and nurse anesthetists). 

HX and NX unit members, by contract, are entitled to layoff protections, including the 

protection of seniority. Such provisions do not apply to case managers. But nothing suggests 

the absence of these protections is driven by operational necessity. 

Permanent status employees systemwide are eligible for the same set of retirement 

benefits (e.g., UC's retirement plan, defined contribution accounts, etc.). The same holds true 

for access to UC's plans for health and welfare benefits, including medical, dental, vision care, 

disability insurance, and life insurance. 

Departmental Organization and Supervision of Case Managers 

The medical centers are organized by service department (intensive care, 

medical/surgery, cardiology, neurology, etc.). Most case managers are assigned to a specific 

department or service and a caseload of patients in that department. At the UCLA 

Santa Monica Orthopedic Hospital, case managers are cross-trained to cover all specialties. 
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Unlike nursing assignments, which rotate on a shift-basis, there is one case manager for each 

patient. 

Case managers at UCSF, UCLA, UC Irvine and UC San Diego are assigned to a care 

coordination department. 9 Clinical social workers are also assigned to care coordination 

departments at UCSF, UCLA, UC San Diego, and UC Davis. Where case managers work in 

care coordination departments with social workers, they share upper level supervision. Case 

managers at UC Irvine and a portion of those at UC Davis are assigned to departments 

consisting solely of case managers. At UC Davis, as distinguished from the other medical 

centers, case managers handling only utilization review and transfer center case managers are 

assigned to the division of patient care services, sharing upper level supervision with clinical 

nurses. 

Except for UC San Diego, all care coordination departments ultimately report to the 

chief medical officer. Chief medical officers are typically responsible for hospital functions 

such as risk management, licensing, quality assurance, and administrative supervision of the 

physician staff. At UC San Diego, the department reports to the chief nursing officer. At 

UC Davis, an organization separate from the medical center, known as the UC Davis Health 

System (a managed care network), houses utilization review case managers reporting to a nurse 

manager and ultimately the :tvfanaged Care chief medical officer. 

9 UC San Diego's department was named the Clinical Resource Management 
Department before being renamed Care Coordination. Care Coordination are also the words 
used in the name for the departments at UCLA and UCSF. UC Irvine's department is the 
Department of Outcomes, Case Management. UC Davis assigns case managers to two 
departments, Department of Clinical Social Services and Patient Care Services Department, 
with only the former department handling discharge planning. Case managers are also 
assigned to the Department of Managed Care and engage strictly in a form of utilization 
review. 
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Establishment and Expansion of the 9170 Case Manager Classification 

Because the Case Manager classification did not exist in 1982, it was not considered in 

PERB's unit determination proceedings for the UC system. In 1994, employees at UC Irvine 

began performing case management work under the working title of "case manager." This 

position soon spread to UC San Diego, UCLA, UC Davis and UCSF. UC did not create a new 

classification for case managers at this time. Rather, it placed these positions in existing non-

represented classifications such as Administrative Nurse and Administrative Analyst. UPTE 

witnesses testified without contradiction that it is the classification, not the position title, that 

determines bargaining unit placement. 

Prior to 1997, the HX unit was unrepresented. In that year, UPTE was certified as the 

exclusive representative of the HX unit after it prevailed in a consent election. Prior to the 

election, UPTE and UC negotiated to agreement on the classifications that would be allowed to 

vote in the election. Case managers were not discussed. Following certification, UPTE and 

UC began negotiations for a memorandum of understanding (MOU). 

In September 1998, UC Irvine submitted a draft proposal to the University of California 

Office of the President (UCOP) for a systemwide case manager title. UCOP approved the new 

Case Manager title code of 9170 in September 1999. The classification was not placed in an 

existing bargaining unit. 

UC Irvine reclassified its case managers from Administrative Nurse II to the 9170 Case 

Manager classification in 2002. The 9170 classification was implemented at UCLA in 2003. 

UPTE filed a grievance that year asserting that HX unit social workers were being improperly 

reclassified to the 9170 classification. UPTE agreed to settle the grievance based on UC's 

representation that the 9170 classification would be limited to employees with RN licensure. 
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